TH; DIVISION OF HEALTH OF MISSQURI 58 _028036

- Heaolth,
Nt STANDARD CERTIFICATE OF DEATH T T e
. Public b 57 5584,
h Service ”_ED AUG 6 195&9“'"’“""‘_ Distriet No, ' Primary Registruliﬁe!a Dis?rici:l:._.. AR 2 — Ruginmr's No.‘___’f___ e -
‘ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |I institution: Residence befors
5. 300 a. COUNIY Jas per o STATE M3 gqgoupdi b COUNTY Has peafr'"'oﬂ)/
1-57 b. chv (I outaide corperate limits, give TOWNSHIP only} | Inside Limits < chRY et T 6 Tnside Limits
towy McDonald Township Yas [ No [X] TN Reeds ¢ Yes[ ] No[3t
€. Egg&l{'{m%g’: {If NOT in hospitel, give location) | Length of stay in 1b d. iB?)%EETSS {If outside, give locotion) Reside on Form
msTITUTION Rt , #1 , Reeds 71 yo Route #1 Yeu I No [J
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print} OF
James Luther Ziler DEATH July 29, 1958
5. SEX 6. COLOR OR RACE 7'MARRIEDEH VER MARRIED] 8. DATE OF BIRTH 9. AGE (In yeors JFUNDER 1 YEAR] IF UNDER 24 HRS.
+ birthday) | Montha | Days Howrs Min.
Male _White wooweo(] © oworceo(d|Dee, 31,1886 | 71 | I

1¢a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

duri f king life, sven il retired) ' Ye g
RN %ﬁﬂﬁvnq Jasper County, Mo, U.S. 4.
13c. FATHER'S NAME J3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Orville K, Ziler Mollie Anderson Carrie Probert Ziler
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrexs Reeds, Mo,
(Yan, or unkmvm)l(lf yos, give waor or dotes of setvice) ’ '
T 92-42-77424 Mrs. Carrie Z2iler, Rt. #1

18. CAUSE OF DEATH (Enter anly ona cause per lins for {,
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

(b, ond {}}

INTERVAL BETWEEN
ONSETpAND DERT

above couse (a),
steting the undar-

Cendirions, if ony, } DUE TO {b)

which gove rise to
DUE 10 (). 420 |

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

z lying cousm lost,
+ g PART 1 R SIGNIFICANT CONDITIONS CONTRIBUTING_TO DEATH but not related 1o the terminal disesse :onam.(.mn in PART 1 (g} ) 19. WAS AgTOPSY
s v _ PERFORMED
: . @OUY\..QJ'IM A 1257 R0 YES[] NO
- 2| 2a. ACCIDENT SUICIDE HOMICIDE 201:\ DESCRIBE HOW INJURY OCCURRED. (Eatgr nature of injury in PAl or PART Ii of item 18.)
= ]
] 0 O 0 O
] ¥
v Ul 2c. TIME OF Hour Month, Doy, Year
2 8 INJURY  a.m.
'-ai E p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {o.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE 0 - farm, _ctory; street, office bldg., etc.)
& AT WORK ! ,
[=
f . i attended the deceased from ‘L 9.9 6 .7 , 1o {-oi =20 ond lost so\-t" alive on
é Deﬁcurred at 3 O_A_ m on the date stated above; and to the best of my knowl, , from the couses stoted.
» 22a. :3‘1”“ 4 D.gm or thie) ¢/| 22b. ADDRESS \J 22c. PATE SIGNED
o
E It \A M.D.| Carthage, Mo. 7-29-58
=1 . BURIAL, CREMATION, | 23b. D T! 23c. NM}UF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Srate}

éEMOV L {Sgecify) ‘

7-31-58 Fasken Cemetery Carthage, Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGMATYRE -
Knell Mortuary, Carthage, Mo. QQﬁoé/3/1951f £344@¢cg%%éguhﬁfﬁagﬂizza
) J
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that t‘l-'le body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by .....civevnennnn. e eeeeerrerettaereeaanarantarasaraeaeuar—teiiietitrassaneeraares , Student Embalmer No.................e0e

working under my personal supervision.

Student .o
Signature of Student Embalmer

)

P. 0. Address. \ ANt

Note: The above MUST BE'SIGNED BY THE'LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license). _

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. = ™

If this body is not embalmed, fact shouid be so stated ab'ove.

LI R




